Introduction: The extent of lymphadenectomy in the surgical treatment of gastric cancer is a topic of controversy among surgeons. This study was conducted to analyze the American National Cancer Database (NCDB) and conclude the optimal extent of lymphadenectomy for gastric adenocarcinoma. Methods: The NCDB for gastric cancer was utilized. Patients who received at least a partial gastrectomy were included. Patients with metastatic disease, unknown TNM stages, R1/R2 resection, or treated with a palliative intent were excluded. Joinpoint regression was used to identify the extent of lymphadenectomy that reflects the optimal survival. Cox regression analysis and Bayesian information criterion were used to identify significant survival predictors. Kaplan-Meier was applied to study overall survival and stage migration. Results: 40,281 patients of 168,377 met the inclusion criteria. Joinpoint analysis showed that dissection of 29 nodes provides the optimal median survival for the overall population. Regression analysis reported the cutoff ≥29 to have a better fit in the prognostic model than that of ≥15. Dissection of ≥29 nodes in the higher stages provides a comparable overall survival to the immediately lower stage. Nonetheless, the retrieval of ≥15 nodes proved to be adequate for staging without a significant stage migration compared to ≥29 nodes.
INTRODUCTION
In the past decade, gastric cancer (GC) was the fifth most common cancer and the third leading cause of cancer-related death worldwide, with an estimated incidence of one million new cases yearly, and a case fatality rate of 60%-70% with a 2-fold male preponderance [1] . More than 40% of GC cases occur in East Asia [2] . In the United States, approximately 26,370 new cases and 10,730 deaths from GC occurred in 2016 [3] . Meanwhile, Korea has the highest incidence rate in the world relative to the population, with 33,000 new cases of GC annually [4] and an annual mortality rate of up to 8,000 [5] . The incidence and mortality rates increased to 74,000 and 34,000 in Japan and to 283,500 and 221,500 in China, respectively [4] . This discrepancy in epidemiology may have contributed to the significant differences in the surgical expertise concerning this cancer between the eastern and the western hemispheres as well as a subsequent controversy about the adequate extent of lymphadenectomy.
D2 lymphadenectomy is considered the standard treatment for GCs beyond the T1 depth in East Asia, with numerous reports demonstrating a survival improvement in the D2 vs. D1 group dissections [6] [7] [8] . The Western stance against extensive nodal dissection stems from the results of large prospective, randomized trials in the United Kingdom [9] and the Netherlands [10] in the 1990s. Despite the efforts taken to standardize the procedures in these trials, a noteworthy high rate of morbidity and mortality was documented compared to the Eastern trials, without a significant survival benefit in the D2 arm. These results guided the Western surgeons to refrain from aggressive nodal dissections in GC surgeries.
The National Comprehensive Cancer Network (NCCN) currently recommends the retrieval of at least 15 nodes in GC to achieve proper staging and avoid stage migration [11] . However, the Surveillance, Epidemiology, and End Results (SEER) analysis demonstrated that the median number of examined nodes in the United States is 11 [12] . Importantly, evidence shows that even compliance with the current NCCN guidelines may lead to understaging, with an evident stage migration in approximately one-third of the patients whose nodal stages were upstaged as the number of retrieved nodes increased [13, 14] .
In this study, we used the National Cancer Database (NCDB), which is a large populationbased cancer registry collected and maintained by the American College of Surgeons Committee on Cancer and records approximately 70% of the cancer cases nationwide. We aimed to analyze the NCDB for GC, study the impact of the extent of lymphadenectomy on staging and overall survival (OS) in an exclusively western patient population, and determine the level of nodal dissection that provides the optimal outcome in both staging and OS.
MATERIALS AND METHODS
The NCDB contains records of 168,377 patients diagnosed with GC between 2004 and 2014. Multiple steps of inclusion/exclusion were implemented to ensure proper selection for the purposes of the study as follows:
1) All patients with metastatic disease identified through data items CS_METS_AT_DX and ANALYTIC_GROUP_STAGE were excluded from the study. Selected patients were confirmed not to have any evidence of metastatic disease through data items CS_METS_ LIVER, CS_METS_LUNG, CS_METS_BRAIN, and CS_METS_BONE. 2) All patients who were reported to receive any treatment modality with a palliative intent (data item PALLIATIVE_CARE) were excluded. 3) Patients who did not receive surgical treatment or "limited" resection such as "local destruction" or "local excision" as reported in data item RX_SUMM_SURG_PRIM_SITE were excluded. Only patients who received surgical intervention reported to be at least partial gastrectomy were included in the analysis. 4) Only patients who underwent R0 resection confirmed microscopically were included in the analysis (data item RX_SUMM_SURGICAL_MARGINS). 5) Only patients confirmed to have gastric adenocarcinoma on final pathology were included. Other pathologies were excluded (data item HISTOLOGY using the International Classification of Diseases for Oncology-3). 6) All patients who had a missing T stage (missing pathology report) or N stage (unknown number of resected nodes or positive nodes) were excluded (data items TNM_PATH_T and TNM_PATH_N). 7) Patients with stage 0 gastric adenocarcinoma were removed from the dataset. 8) All patients were staged according to the 7th edition of the American Joint Committee on Cancer (AJCC) staging classification of GC.
SPSS version 22.0 (IBM Corp., Armonk, NY, USA) was used to conduct the statistical analysis. Cox univariate and multivariate logistic regressions were utilized to determine significant predictors of survival. Joinpoint analysis was applied using the Joinpoint regression software 4.4.0.0 produced by the surveillance research program of the National Cancer Institute (Calverton, MD, USA). The median survival for each number of resected nodes, the number of resected nodes, and tumor, node, and metastasis (TNM) stage were incorporated in the model as the dependent factor, independent factor, and by-variable, respectively. The analysis was conducted to the node resection range between 1 and 40. For nodal resections >40, the number of cases at each point was <0.5% of the entire dataset. This limitation in size rendered the medians "unreached," thus inapplicable in the analysis. Kaplan-Meier method was used to determine patients' survival according to the TNM stage and the extent of lymphadenectomy. Bayesian information criterion (BIC) was used to determine the optimal nodal cutoff in the models created based on the results of multivariate regression. Statistical significance was set at P<0.05 throughout the analysis.
RESULTS

Dataset description
After the application of the inclusion/exclusion criteria, 40,281 patients with stage 1-3 gastric adenocarcinoma and having a known number of resected and positive lymph nodes, approached with no palliative intent, who underwent at least partial gastrectomy as a surgical treatment with R0 resection were included. The mean patient age was 66.33±12.63 years, and 64.9% of the patients were men. 
Dataset validation
To validate the selection, a survival analysis was conducted on the selected group of patients based on their AJCC TNM stages. The analysis showed a median survival of 79.64±1.66, 50.01±0.98, and 22.57±0.37 months for stages I, II, and III, respectively. Fig. 1 
Joinpoint regression
Joinpoint analysis was applied as described above to determine the optimal number of nodal resection for improved median survival. Regression analysis showed that the resection of 29 nodes yielded the optimal survival benefit for the entire population. Subgroup analysis indicated that 16, 28, and 29 nodes were the optimal numbers of retrieved nodes for improved survival in stages I, II, and III, respectively. Fig. 2 shows the results of the Joinpoint analysis.
Regression analysis
The results of Cox univariate and multivariate regression analyses showed that age, presence of ≥2 comorbidities according to the Charlson score, tumor grade, higher nodal stage, and cardiac tumors were poor prognostic factors, whereas female sex, chemotherapy, radiation, and the number of resected nodes (as a continuous variable) were favorable prognostic predictors of OS. Table 2 demonstrates the results of the Cox univariate and multivariate regression analyses with the reported hazard ratios.
BIC
Based on the results of regression analysis, 2 models were created including the entire population and using the significant survival predictors, in addition to 2 nodal dissection cutoffs: ≥15 nodes per the current NCCN guidelines and ≥29 nodes based on our Joinpoint analysis. A total of 20,815 patients (51.7%) had ≥15 nodes retrieved as recommended by the NCCN, whereas 4,640 (11.5%) had ≥29 nodes resected. The BIC for the model with ≥15 nodes was 21,860.426. This was significantly higher than the one with the cutoff of ≥29 nodes, which was at 19,705.648, indicating a better fit when the latter cutoff is used.
Survival benefit
The survival benefit was compared for each AJCC stage based on the 2 dissection cutoffs: ≥15 nodes in compliance with the current NCCN guidelines and ≥29 nodes in compliance with the present NCDB Joinpoint. Notably, using ≥15 nodes as a cutoff did not improve survival in late-stage disease compared to the immediately lower stage. However, compliance with the ≥29 node cutoff provided a comparable median survival toward the immediately lower stage in IB (compared to IA), IIA (compared to IB), IIIC (compared to IIIB), and a trend in IIIA (compared to IIB), suggesting that the tumor is surgically downgraded in these stages when ≥29 nodes are retrieved during lymphadenectomy. The results are summarized in Table 3 . Moreover, Kaplan-Meier curves demonstrated an increased survival between noncompliance with the nodal dissection guidelines (<15 nodes), compliance with the NCCN guidelines but not the NCDB Joinpoint (15-28 nodes), and compliance with both (≥29 nodes) as shown in Fig. 3 
Stage migration
To demonstrate the effect of stage migration in these survival curves, the rate of each N stage and the mean number of metastatic nodes were compared for each T stage. Remarkably, the retrieval of <15 nodes resulted in an evident nodal understaging throughout the T stages.
Also, the results show that the nodal sampling of ≥15 nodes is adequate for nodal staging in T1-T3 given the correspondence in N stages compared to ≥29 nodes, which indicates that the survival benefit between groups is truly attributed to a better disease control and not stage migration. In T4, however, more than 29 nodes are required to achieve a more accurate nodal staging, suggesting a combined effect of adequate dissection and stage migration on the survival difference. The results are shown in Table 4 .
Operative outcomes
The NCDB reports on the length of hospitalization (LOH), 30-day readmission, and 30-day mortality as the main surgical outcomes. The resection of ≥29 nodes was associated with a significantly higher 30-day mortality (4.3%) compared to resection of 15-28 nodes and <15 nodes (3.0% and 2.1%, respectively; P<0.001). Other outcomes were not different between the groups of node dissection (<15, 15-28, and ≥29 nodes), including 30-day readmission rates (6.6%, 6.0%, and 6.7%, respectively; P=0.097), and mean LOH (11.54, 10.63, and 11.15 days, respectively; P=0.198). 
DISCUSSION
The standard extent of lymphadenectomy in GC surgery is yet to be established among western surgeons. The current western practice is mostly influenced by the concern of the high morbidity and mortality following D2 lymphadenectomy, without a significant survival benefit based on the British [9] and Dutch trials [10] , despite some positive evidence of the role of extensive node dissection in other studies [16, 17] . Increasing evidence shows that the morbidity in D2 lymphadenectomy can be significantly reduced by performing spleen-and pancreas-sparing nodal dissections [6, [18] [19] [20] , causing an important shift in the modern practice since the completion of the above-mentioned trials.
For staging purposes, the retrieval of at least 15 nodes was reported to be adequate [21, 22] , a guideline currently adopted and recommended by the NCCN. Nevertheless, the impact of lymphadenectomy on survival is not clearly stated in the current guidelines.
In our analysis, we used the Joinpoint regression to detect the extent of lymphadenectomy that yields the optimal survival and concluded that the retrieval of 29 nodes is the "Joinpoint" for the overall population, which is in exact agreement with the results of a recent analysis of the combined SEER and Yonsei University databases [23] .
Joinpoint is a statistical software for the analysis of trends using joinpoint models; it takes trend data (e.g., incidence, rates, survival, and among others) and fits the simplest joinpoint model that the data allow to detect a change or modification in the behavior of the trend [24] . Interestingly, our subgroup analysis demonstrated that the survival benefit of lymphadenectomy for stage I cancers relapses to an insignificant slope after 16 nodes. On the other hand, stages II and III demonstrate an obvious survival benefit from a more extensive nodal dissection of up to 28 and 29 nodes, respectively. In the randomized trial by the Italian Gastric Cancer Study Group, a similar conclusion was made, indicating that extensive lymphadenectomy may only provide longer survival in the late stages of GC [25] .
With regard to staging, our results support that the retrieval of ≥15 nodes is adequate to establish an accurate nodal stage as recommended by the NCCN, despite a trend toward the need for more nodes in T4 cancers to avoid stage migration into a better prognosis category and a false inflation of the survival in this group of patients. Notably, the rate of compliance 327 https://jgc-online.org https://doi.org/10.5230/jgc.2017.17.e36
Optimal LN Dissection in Gastric Cancer with the NCCN guidelines to retrieve at least 15 nodes in the NCDB was only 48%. Many national registry studies demonstrated that <40% of gastrectomies were compliant with these guidelines in the United States and the United Kingdom [12, 26, 27] .
The same analysis also proved that the survival benefit associated with more extensive nodal dissection is attributed to aggressive disease control rather than stage migration. However, an aggressive approach in surgery for upper gastrointestinal cancer in western populations has been accompanied by a high rate of morbidity and mortality, mainly due to the low volume and limited surgeon experience. A "large-volume" center for GC in the United States is defined to perform >20 gastrectomies per year [28, 29] compared to the Eastern experience where large tertiary care centers perform at least 200 GC surgeries yearly [30] . As a result, poorer surgical outcomes were noted in western populations, with inpatient mortality rates of 4%-9% per Medicare data [29] compared with the <1% mortality rate in Korean and Japanese trials [31, 32] . The NCDB 2004-2014 reports a 30-day mortality of 3.4% in gastrectomies performed with curative intent for stages I-III gastric adenocarcinoma, with higher rates in more extensive lymphadenectomies.
The limitations of the current analysis originate from its retrospective nature, data loss and misreport, and lack of detailed surgical inputs and outcomes, all of which are inherent shortcomings of registry-based data banks. Therefore, we were not able to study the impact of certain factors known to influence the outcome, such as incidental splenectomy and distal pancreatectomy as part of the extensive lymphadenectomy. Another criticism often highlighted in such analyses is patient selection. We applied very strict inclusion/exclusion criteria to achieve a proper selection of the cases of interest and validated the dataset with epidemiologic and survival analyses that matched the nationally reported oncologic data. These steps were taken to ensure that the selected patients represent the population of the surgically treated gastric adenocarcinoma and that the conclusions of this analysis would provide a clinical relevance to the management of these patients.
The extent of lymphadenectomy in gastric adenocarcinoma is a marker of an improved disease control that results in longer OS. The results of our analysis indicated that retrieval of ≥15 nodes is adequate for staging. However, 29 nodes might be needed to achieve an optimal survival benefit throughout the AJCC TNM stages. Extensive lymphadenectomy in western populations continues to demonstrate high rates of postoperative mortality; thus, extrapolation of the current data should be done with caution with regard to patient selection for more extensive lymphadenectomy.
